A 68-year-old man presented witb right h m failure due to compnssion of the right pulmonary artery by a eypbiWic aneurysm of the ascendjug aorta. Tbe diqnosiswasmadebycvdtecaUwte~onmul8ngiogra-phy and it was proven by aotopsy. This complication is mrmolll and supports the experimental evidence that odateral pdmonq obstmcUon may be nsponeiMe for tbe development of pulmonary hypertensioa. C ompression of the main pulmonary artery or its branches by an aneurysm of the ascending aorta is a rare ~omplication.~-5 Brill and Jones,l in 1946, stated that of the 87 reported cases of compression of the pulmonary artery by a syphilitic aortic aneurysm, 84 patients died from rupture of the aneurysm into the pulmonary artery and three died from cor pulmonale without rupture. Since studies have shown that unilateral pneumonectomy does not produce pulmonary hypertension,a it is of interest that unilateral compression. of a pulmonary artery can produce pulmonary hypertension a d right heart failure. The purpose of this article is to present a case of this complication diagnosed by cardiac catheterization and angiography and also proved at autopsy, and to discuss the mechanism of development of pulmonary hypertension under such setting.
C
ompression of the main pulmonary artery or its branches by an aneurysm of the ascending aorta is a rare ~omplication. ~-5 Brill and Jones,l in 1946, stated that of the 87 reported cases of compression of the pulmonary artery by a syphilitic aortic aneurysm, 84 patients died from rupture of the aneurysm into the pulmonary artery and three died from cor pulmonale without rupture. Since studies have shown that unilateral pneumonectomy does not produce pulmonary hypertension,a it is of interest that unilateral compression. of a pulmonary artery can produce pulmonary hypertension a d right heart failure. The purpose of this article is to present a case of this complication diagnosed by cardiac catheterization and angiography and also proved at autopsy, and to discuss the mechanism of development of pulmonary hypertension under such setting.
A 68-year~ld black man was admitted to Hahnemann Medical Cdlege and Hospital in October, 1970, because of nonspecific chest pain, dyspnea on exertion and swelling of the legs for two weeks. Past medical history was m m a r kable.
On physical examination, the heart rate was 100 beats per minute and irregularly irregular; his blood pressure was 140/40 mm Hg in both arms, and his temperature was 98.6'F (37°C). Ttae carotid pulses were full, with a brisk upstroke. The neck veins were distended at 4S0. A prominent left venimpulse was palpable in the sixth intercoetal space at the anterior ardlary line. The fust and second heart sounds were normal. There was a grade 3/6 early decrescendo, diasaolic blowing murmur heard equally well in both the right and left sternal borders, and a harsh grade 2/6 mid-systolic ejection murmur along the left sternal border radiating toward the base of the heart. The lungs were clear to a d t a t i o n . The liver was enlarged, palpable 10 an below the right costal margin. There was 3 + pitting edema in both legs. Aortogmphy dekated a large saccular anewysm of the esanding aorta (Fig 1) . %re was 3+ (maximum 4) aortic valve regurgitation. Left ventriculography showed a mildly enlarged left ventricular cavity, with a normal contraction pattern. On fluonxscopic examination, the large aaeurysm was seen to be heavily calcified. Main pulmonary artery dneangiogmphy showed good opaciBcatlon of the main and the left pulmonary artery and its branches, and only trivial flow into the right pulmonary artery (Fig 2) . 
CHEST, 72: 4, OCTOBER, 1977
Fmmw e. Pulmonary Because of the patient's age and the high risk in inserting an aortic valve prosthesis with resection of the ascending aorta, surgery was not recommended, and he was discharged on a medical mgimen.
He remained symptomatic with dominant right heart failure, poorly responsive to therapy. Four years later, he suocumbed after an episode of ventricular fibrillation
The sig~&cant autopsy &dings were limited to the cardiovascular system. A large saccular aneurysm of the ascending aorta measured 10 x 9 x 8 cm. The microscopic findings wen consistent with chronic syphilitic aortitis. The right pulmonary artery was compressed by the aneurysm, and its ori6w was probe-patent. The left pulmonary artery was normal and the main pulmonary artery was slightly dilated and thickened. The heart weighed 875 gm (including the a n e m ) and showed marked left ventricular dilatation and hypertrophy (wall thickness, 3 an). The right ventricle was dilated and thickened (1.2 an). (-Fig 3) .
Compression of the main pulmonary artery or its branches is an unusual complication of syphilitic aneurysm of the ascending aorta1-6 and only a few such cases have been studied by cardiac catheterization.2-6 Our patient presented with right heart failure and pulmonary hypertension proven at cardiac catheterization. Although there was clinical and angiographic evidence of aortic valve disease, we do not feel that the pulmonary hypertension was secondary to left heart failure because the left atrial pressure and the left ventricular end-diastolic pressures were nonnal and the patient had no clinical evidence of left heart failure at any time. Moreover, angiographic and autopsy 6ndings leave no doubt that the pulmonary hypertension was caused by severe compression of the right pulmonary artery.
This A 60-yeardd woman was admitted to the orthopedic service on January 15, 1976 after an automobile rear end collision in which she sustained "whiplash" injury. The clinical examination and x-ray studies revealed no significant bony or soft tissue injury except a fracture of the odentoid process of the axis without displacement. She gave a fivayear history of rheumatoid arthritis and the features of the disease included morning stiffness, pain on motion, and deformities of multiple joints, swelling of the proximal metacarpo-phalangeal, elbow and knee joints bilaterally. Her symptoms had been controlled by the use of s a l i c y b and prednisooe, 15 ms daily.
On admission to the hospital, the patient had a "halo cast"
applied for the fracture of the cervical -brae, and stemids were discontinued. Her initial chest x-ray f i l m revealed normal cardiac size and con6guration with nannal lung fields (Fig 1) 
